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Introduction
We present a rare case of acute pancreatitis due to
ischaemia-reperfusion injury after mesenteric re-
vascularisation for chronic mesenteric ischaemia. This
patient had undergone various interventions for ab-
dominal pain before a vascular pathology was con-
sidered.
Case Report
A 66-year-old female presented to the surgical clinic
with a history of worsening postprandial epigastric
pain and a loss of 3 kg in weight over the preceding
8 months. For these symptoms, she had previously
had Helicobacter pylori eradication and a chole-
cystectomy for a non-functioning gall bladder 6
months prior to presentation. She had undergone a
vagotomy and pyloroplasty 22 years previously for a
duodenal ulcer. She was a smoker and had a left iliac
angioplasty in the past for intermittent claudication.
General examination revealed an emaciated patient.
There were renal bruits on abdominal examination
Fig. 1a. Occluded origins of IMA and SMA. The thick arrow showsbut little else. A diagnosis of mesenteric angina was
the superior haemorhoidal anastomosis. The thin arrow shows themade and an aortogram (Fig. 1a) revealed occluded occluded IMA origin.
origins of the coeliac axis, superior and inferior mes-
enteric arteries (SMA and IMA). The SMA re-
was perfused by the superior haemorhoidal ana-constituted via the wandering artery (Fig. 1b), which
stomosis. It was decided that she would require mes-
enteric revascularisation, with an iliac to SMA graft.
The patient presented before planned surgery as an
∗ Please address all correspondence to: R. K. Vohra, Consultant emergency with acute abdominal pain and unable toVascular Surgeon University, Hospital Birmingham NHS Trust, Selly
Oak Hospital, Birmingham B29 6JD, U.K. drink water, which would exacerbate the pain. She was
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Fig. 1b. Wandering artery perfused by IMA (arrow to right). Superior
mesenteric artery (oblique arrow) reconstitutes via the wandering Fig. 2a. Right iliac to superior mesenteric artery graft stenoses.artery (arrow to left). Arrows show these in proximal segment and midpoint of the graft.
midpoint of the graft (Fig. 2a). These stenoses were
dehydrated and tachycardic. Abdominal examination successfully angioplastied to 6 mm (Fig. 2b). However,
revealed a tender abdomen without peritonism. The graft occlusion at 18 months necessitated further sur-
serum amylase was 138 mg/dl without a leucocytosis. gery and graft revision.
A diagnosis of an acute exacerbation of chronic mes- This graft has remained patent up to over 3 years
enteric ischaemia was made with a decision to proceed of follow-up on 6-monthly Duplex ultrasound sur-
to immediate operation. Laparotomy did not reveal veillance. She has, however, required angioplasty for
signs of acutely ischaemic bowel and a right iliac to a right common iliac artery stenosis below the ana-
SMA bypass was carried out using reversed long stomosis.
saphenous vein from the right leg.
On the second postoperative day the patient became
haemodynamically unstable and acidotic without
signs of hypovolaemia. The serum amylase was found Discussion
to be 1872 mg/dl. A contrast-enhanced computerised
tomography (CT) scan revealed pancreatic oedema Chronic mesenteric ischaemia may present with symp-
toms similar to peptic ulcer disease and cholelithiasis.without signs of necrosis while angiography revealed
a functioning graft. A diagnosis of severe acute pan- This case highlights the fact that patients with athero-
sclerosis and normal gastrointestinal investigationscreatitis was made. She required 12 days of intensive
cardiorespiratory support having developed the com- warrant vascular investigation.
Chronic mesenteric ischaemia can be managed byplications of the systemic inflammatory response syn-
drome (SIRS) and the acute respiratory distress complete revascularisation to the coeliac axis, superior
and inferior mesenteric arteries or selectively to in-syndrome (ARDS).
Five months later, a colour flow Duplex Doppler dividual arteries.1–3 Endovascular techniques have also
been employed successfully.4 However, no randomisedscan revealed stenoses at the iliac origin and the
EJVES Extra, 2002
Acute Pancreatitis due to Ischaemia-reperfusion Injury 45
In this case, an ischaemic pancreas was re-
vascularised. The diagnosis of ischaemia reperfusion-
induced pancreatitis in this case is supported by the
absence of other causes of pancreatitis. A non-func-
tioning gall bladder had been removed previously and
there was no evidence of pancreatitis preoperatively.
In addition the operative dissection was remote from
the pancreas during the operation. Furthermore, the
hyperamylasemia could not have been due to isch-
aemic small bowel as the angiogram showed a patent
graft. The diagnosis of acute pancreatitis was con-
firmed by the presence of pancreatic oedema on the
CT scan.
The patient in this case was obviously very unwell
and there was a definite risk of mortality from SIRS
and ARDS. Endotoxaemia associated with these may
have been due to pancreatitis although ischaemia-
reperfusion injury to the small bowel causing these
complications cannot be excluded.
This case highlights the fact that one should be alert
to the risk of acute pancreatitis and possibly SIRS when
considering mesenteric revascularisation especially in
cases with occlusion of the coeliac axis, superior and
inferior mesenteric arteries.
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